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SERVICE PLAN/AUTHORIZATION FORM rev. 2/04

Fax/Mail Completed Form To: San Joaquin County Mental Health Services


ACCESS Managed Care


1212 North California St. 


Stockton CA 95202
Fax: (209) 468-9377
Voicemail: (209) 468-9372
Telephone: (888) or (209) 468-9370

CASE #:     
AUTH #:    

DATE:      
Patient Name:      

Provider’s Name/License:      
DOB:      

Telephone #:     

Fax:      
PCP Name:      

City:      
List of Medications:      

Axis I: (P)      
Axis II:      
Axis IV:      
MUST PROVIDE A FULL DSM IV 5-AXIS DIAGNOSIS  (Diagnosis and code #) – Has diagnosis changed? 
Circle Y-Yes or N-No Axis I: (S)      



Axis III:      


Axis V: (Current)             Axis V: (Past Year)    
Impaired Functioning-Indicate level---- 0=None
1=Minimal
2=Moderate
3=Substantial

At initial session:      Self Care  
School/Work 

Social 

Home 
Currently:         
Self Care  
School/Work 

Social 

Home 
Check one if symptoms present: 
 I=Improved

S=Same

W=Worsened

 FORMDROPDOWN 

Abnormal thought   content/process

 FORMDROPDOWN 

Anxiety

 FORMDROPDOWN 

Appetite Disturbance

 FORMDROPDOWN 

Cognitive Impairment

 FORMDROPDOWN 

Compulsions

 FORMDROPDOWN 

Concomitant Medical Condition

 FORMDROPDOWN 

*Danger to self/others

 FORMDROPDOWN 

Defiant

 FORMDROPDOWN 

Delusions

 FORMDROPDOWN 

Depression

 FORMDROPDOWN 

Disassociative States

 FORMDROPDOWN 

Disoriented

 FORMDROPDOWN 

Elevated Mood

 FORMDROPDOWN 

Fatigue

 FORMDROPDOWN 

Grief

 FORMDROPDOWN 

Guilt

 FORMDROPDOWN 

Hallucinations

 FORMDROPDOWN 

Helplessness

 FORMDROPDOWN 

Hopelessness

 FORMDROPDOWN 

Hyperactivity

 FORMDROPDOWN 

Impaired Insight

 FORMDROPDOWN 

Impaired Judgment

 FORMDROPDOWN 

Impaired Memory

 FORMDROPDOWN 

Impulsivity

 FORMDROPDOWN 

Irritability

 FORMDROPDOWN 

Obsessions

 FORMDROPDOWN 

Panic Attacks

 FORMDROPDOWN 

Paranoia

 FORMDROPDOWN 

Pressured Speech

 FORMDROPDOWN 

Poor Concentration

 FORMDROPDOWN 

Poor Self Esteem

 FORMDROPDOWN 

Sleep Disturbance

 FORMDROPDOWN 

Somatic Complaints

 FORMDROPDOWN 

Substance Abuse


 FORMCHECKBOX 
 Active Use


 FORMCHECKBOX 
 Sober 

    days/weeks/ months/years

 FORMDROPDOWN 

Other     

Client’s Statement of desired outcome of treatment:      

 FORMCHECKBOX 
 CHECK AND USE REVERSE SIDE FOR ANY ADDITIONAL INFORMATION AND/OR NEEDS. 
PROGRESS IN TREATMENT (please check one)

 FORMCHECKBOX 
 Only Supportive maintenance needed/Estimated end date:     
 FORMCHECKBOX 
Nearing treatment completion

 FORMCHECKBOX 
 Much improved
 FORMCHECKBOX 
 Somewhat improved


 FORMCHECKBOX 
 Discharge/referral indicators:     
 FORMCHECKBOX 
 Regressed due to stressors (list):      

EXPECTED TREATMENT OUTCOMES: (please check one)

 FORMCHECKBOX 
 Reduction in symptoms
 FORMCHECKBOX 
 Return to baseline/previous functioning


 FORMCHECKBOX 
 Referred to:      
 FORMCHECKBOX 
 Other:      

Additional treatment requested:                
         # sessions
           Start Date                 End Date

X9502-Individual Psychotherapy
                  

     
  
         
X9508-Family Therapy
                  

     

         
X9544-Consultations
                  

     

         
X9506-Group Therapy
                  

     

         
90862-Pharmacological Management
                  

     

         
Other(specify)     
                  

     

         

(Requires Signature below or statement as to why none)


CLINICIAN

CLIENT/PARENT/GUARDIAN
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